Background and Objectives: Obesity is a major comorbidity in the Western world and influences outcomes of patient care. A minimally invasive approach towards radical cystectomy has been increasing in popularity. We sought to determine the influence of body mass index (BMI) on robot-assisted radical cystectomy.
INTRODUCTION
Obesity has emerged as a major healthcare problem in the United States and a common comorbid factor in surgical patients. Data from the two National Health and Nutrition Examination Surveys (NHANES) demonstrate that the prevalence of obesity increased from 15.1% in 1980 to 31.1% in 2002 among patients 20 to 74 years of age. 1 Elevated BMI has been thought to be associated with poorer surgical outcomes, especially after procedures of increased technical complexity. Numerous studies have classified overweight and obese individuals into higher preoperative risk categories. Chang et al 2 reported increased perioperative blood loss and prolonged operative times in patients with elevated BMI undergoing open radical cystectomy.
In the current study, the affect of elevated BMI on intraoperative parameters and postoperative and pathologic outcomes was evaluated in 51 consecutive patients who underwent robot-assisted radical cystectomy.
METHODS
An institutional review board-approved retrospective chart analysis was performed of 51 consecutive patients who underwent robot-assisted radical cystectomy for carcinoma of the bladder from October 2005 to April 2007. All patients were offered open radical cystectomy or robot-assisted radical cystectomy, and all chose the robotic procedure. Data were collected prospectively using medical record committee-approved forms and entered into a database required as part of an institutional quality assurance initiative. Appropriate patients were given the choice of orthotopic continent diversion, cutaneous continent diversion, and ileal conduit urinary diversion. All diversions were performed in extracorporeal fashion, except for one neobladder that was created robotically. Patients were divided into 3 cohorts: normal weight (BMI Ͻ25), overweight (BMIϭ25 to 29) and obese (BMIϭ30 to 39.9) for the purpose of comparison. The effect of BMI on preoperative variables, intraoperative parameters and early postoperative results was evaluated.
Binary variables were summarized by calculating frequencies and relative frequencies. Fisher's exact test was used to study the association between categorical variables and BMI group. Numeric variables were summarized using means and standard deviations. The Kruskal-Wallis test was used to compare BMI group and numeric variables. Secondary analyses, based on ungrouped BMI values, were performed using either the exact test corresponding to the Spearman rank correlation or logistic regression depending on the nature of the outcome variables. A 0.05 nominal significance level was used in all testing. All statistical analyses were carried out using SAS (version 9.1).
RESULTS
Mean BMI was 28, and 71% of the patients were overweight or obese. Two patients were converted to an open cystectomy: one patient was unable to tolerate a steep Trendelenberg position and one patient had a large posterior tumor extending into the rectum. Three fourths of patients were male, and sex distribution was similar in each BMI group. Age and ASA scores were similar across groups with mean age 67 and mean ASA score 2.3 ( Table 1 ).
The mean operative time from incision to bladder extirpation was 180 minutes. A trend was found towards decreased extirpation time in patients with elevated BMI. The time to create a urinary diversion was proportional to the BMI. The mean operative time for pelvic lymph node dissection was 44 minutes and was similar in all cohorts. No intraoperative complications were seen. Mean blood loss was 546.4 mL. Blood loss varied among the 3 groups but did not correlate with BMI (Table 2) .
Twenty-one patients had organ-confined bladder cancer, 18 patients had tumor extending into perivesical adipose tissue, and 10 patients had tumor extending into surrounding organs. No significant difference was noted in the primary tumor stage between the 3 groups. Six patients (12%) had positive surgical margins. Five positive surgical margins occurred in the overweight cohort, and one positive margin occurred in the obese cohort (Pϭ0.05). All pathologic stage T0-T2 patients had negative surgical margins. Two surgical margins were positive (11%) in pT3 patients, and 4 (40%) surgical margins were positive in pT4 patients. The greatest numbers of lymph nodes were extracted from obese patients, but no significant difference existed among the 3 groups.
Thirteen postoperative complications occurred; 3 developed in the normal weight cohort, 6 in the overweight cohort, and 4 in the obese cohort (Pϭ0.77). One death occurred in the overweight group (Table 4) .
DISCUSSION
Obese patients have increased risk for multiple medical problems that can adversely affect surgical outcomes. In the Common Toxicity Criteria for Adverse Events of the Cancer Therapy Evaluation Program, being overweight (BMIϾ25) is graded as a moderate risk of an adverse event, obesity (BMIϭ30 to 39.9) is graded as a severe risk, and morbid obesity (BMIϾ40) is considered life threatening. 3 Obesity with or without comorbidities can lead to deranged cardiovascular physiology leading to eccentric left ventricular hypertrophy that significantly increases the risk for future perioperative cardiovascular events, such as acute myocardial ischemia, myocardial infarction, congestive heart failure, and sudden death. 4 -6 These events are even more pronounced when hypertension is present. 7 Pulmonary compromise can predispose the obese patient to pneumonia and atelectasis. 8, 9 Several series have reported an increased incidence of obesity in patients with pulmonary embolism and deep venous thrombosis. 10 In- 16 demonstrated that BMI had no significant impact on outcomes after laparoscopic nephrectomy. Robot-assisted prostatectomy data from the Australian Institute of Robotic Surgery suggest that vesicourethral anastomotic times were greater in obese patients, but the overall operative times were similar regardless of BMI. Furthermore, the overall complication rates from the Australian series were similar during the immediate postoperative period. 17 The current series is the first to evaluate the effect of BMI on robot-assisted radical cystectomy. Unlike the results reported by Chang et al 2 and Lee et al, 19 operative time, blood loss, and the complication rate did not significantly differ among the 3 cohorts in our series, demonstrating the decreased impact of elevated BMI on the performance of robot-assisted radical cystectomy. Robot-assisted bladder extirpation was quicker in patients with BMI greater than 25, while extracorporeal urinary diversion took longer in obese and overweight patients (PϾ0.05). The overall operative time was similar among the 3 groups. Obese patients had lower blood loss than patients with normal BMI (Pϭ0.81). The complication rates were similar across the 3 groups (Pϭ1.0).
The only adverse affect of elevated BMI was an increase in the rate of positive surgical margins (Pϭ0.05). All patients with a normal BMI had negative surgical margins. All positive margins occurred in patients with pT3 or pT4 disease and 4 of the 6 patients with positive margins had nodal metastasis. The positive margin rate of 21% in patients with bulky tumors (pT3-4) was higher than the 12% positive margin rate for bulky disease noted by Herr et al. 20 Hafron et al 21 demonstrated that while soft tissue margins impact overall survival, no significant difference in disease-specific survival or overall survival was seen in obese, overweight, and normal weight patient populations.
Limitations of our study included a small population size.
Only 49 patients underwent robot-assisted radical cystectomy. However, to our knowledge, no large robot-assisted radical cystectomy series have been published to date. Another limitation is the retrospective nature of our study and the lack of a prospective, randomized comparison with open radical cystectomy. The analysis was per- formed retrospectively, but the data were collected prospectively as part of an institutional quality assurance initiative.
CONCLUSIONS
Robotic-assisted radical cystectomy can be considered in patients with elevated BMI because complication rates, operative times, and blood loss were similar in patients from the average, overweight, and obese BMI categories. Our data suggest that wider surgical excision is needed in patients with elevated BMI to decrease the risk of a positive surgical margin. 
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